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falls in multistory buildings, and pool fencing to reduce the risk of drowning.
Broad DHHS concern regarding prevention of injury and illness was reflected in the publication of specific national health promotion and disease prevention goals; the first set of goals, for 1990, was issued in 1980 and was followed with the 1990 release of goals for the year 2000 (DHHS, 1980, 1991). Injury prevention was highlighted by a 1985 report, Injury in America: A Continuing Public Health Problem (NRC/IOM, 1985). This report renewed attention to the heavy toll taken by injuries and called for research in prevention and improved care following injuries. Its recommendations led to creation of an injury prevention program at the Centers for Disease Control and Prevention (CDC) in DHHS. In June 1992, the program gained greater prominence with its designation at CDC as the National Center for Injury Prevention and Control.
Concerns Emerging in the 1980s
A 1988 conference on issues in emergency medical care highlighted the need to ensure the consistent delivery of high-quality care (AHA-ACEP-AMA, 1988). Recommendations from the conference targeted the need for classification of system capabilities, medical control, system evaluation, research, national training standards, and adequate levels of financial support.
For EDs, uncompensated care and inadequate reimbursement for emergency care of Medicaid patients created problems. Some urban trauma centers found it difficult to remain within the trauma system because of the financial burden of caring for large numbers of seriously injured but uninsured patients. In addition, federal legislation, the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA 1985, P.L. 99-272) and OBRA 1989 (P.L. 101-239), established a universal requirement for EDs to evaluate, or stabilize for transfer to a more appropriate facility, any patient requesting care. In rural areas, hospital closings further reduced the already limited emergency care resources in those areas. Hospitals also faced a serious shortage of nursing staff. The emergence of acquired immune deficiency syndrome (AIDS) during the 1980s created a new risk for health care providers.
Efforts by the surgical community, led by the ACS, to develop emergency care systems specifically focused on trauma care had produced widespread acceptance of the value of such an approach. Implementation of trauma systems increased during the 1980s but faced continuing difficulties (Mendeloff and Cayten, 1991). Only Maryland and Virginia had essentially statewide systems at the end of the decade (Mendeloff and Cayten, 1991). Many other states have not sought authority or have not used availableors, window guards to prevent windowd EMS and trauma system (Foltin and Fuchs, 1991). Still, in the vast majority of regions developing EMS systems, the special emergency care needs of children remained unrecognized through the 1970s.rying levels of EMT training. Recommendations from many sources for a national emergency telephone number Led, in 1973,son et al. (1989) defined disability as inability to perform age-appropriate physical activities as determined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
